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P.O. Box 83720

Boise, Idaho 83720-0036
PHONE: (208) 334-6626
FAX: (208) 364-1886
E-mail: fsh@dhw.idaho.gov

July 29, 2010

Rex Redden, Administrator

Idaho Falls Group Home #1 (Bellin)
P.O. Box 50457

Idaho Falls, Idaho 83405-0457

RE:

Idaho Falls Group Home #1 (Bellin), Provider #13G024

Dear Mr. Redden;

This is to advise you of the findings of the Medicaid/Licensure Fire Life Safety Survey, which
was concluded at Idaho Falls Group Home #1 Bellin, on July 20, 2010.

Enclosed is a Statement of Deficiencies/Plan of Correction, Form CMS-2567, listing Medicaid
deficiencies and a similar form listing State licensure deficiencies. In the spaces provided on the
right side of each sheet, please provide a Plan of Correction. It is important that your Plan of
Correction address each deficiency in the following manner:

1.

What corrective action(s) will be accomplished for those individuals found to
have been affected by the deficient practice;

How you will identify other individuals having the potential to be affected by the
same deficient practice and what corrective action(s) will be taken;

What measures will be put in place or what systemic change you will make to
ensure that the deficient practice does not recur;

How the corrective action(s) will be monitored to ensure the deficient practice
will not recur, i.e., what quality assurance program will be put into place; and,

Include dates when corrective action will be completed. 42 CFR 488.28 states
ordinarily a provider is expected to take the steps needed to achieve compliance
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within 60 days of being notified of the deficiencies. Please keep this in mind
when preparing your plan of correction. For corrective actions which require
construction, competitive bidding, or other issues beyond the control of the
facility, additional time may be granted.,

Sign and date the form(s) in the space provided at the bottom of the first page.

After you have completed your Plan of Correction, return the original to this office by
August 11, 2010, and keep a copy for your records.

Thank you for the courtesies extended to us during our visit. If you have any questions, please
call or write this office at (208) 334-6626.

Sincerely,
g’ J bt w4
F P L
ERIC MUNDELL

Health Facility Surveyor
Fire Life Safety & Construction Program

EM/Jj

Enclosure
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STATEMENT OF DEFICIENCIES
ANE PLAN OF CORRECTION

(%1} PROVICERFSUPPLIER/CLIA
HIENTIFICATION NUMBER

{X2) MULTIPLE CONSTRUCTION
A BUILDING oz

(X3} DATE BURVEY
COMPLETED

13G024 8. WING

Q7/20/2010

NAME OF PROVIDER OR SUPPLIER
IDAHO FALLS GROUP HOME #1 {BELLIN)

STREET ADDRESS, CITY, STATE, ZIP GODE
1664 SOUTH BELLIN
IDAHO FALLS, 1D 83405

%4)10 SUMMARY STATEMENT OF DEFICIENCIES o
PREFIX {EACH DEFICIERCY MUST BE FRECEEDED BY FULL PREFIX
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG

PROVIDER'S PLAN OF CORRECTION %5
{EAGH CORREGTIVE ACTION SHOULR BE BOMELETIDN

CROBS-REFERENCED YO THE ARPPROPRIAT -
DEFICIENCY)

K 0003 INITIAL COMMENTS K 000

The facility is a single story Typa V (000)
residential building. 1t is sprinktered in all
habitable areas with guick response heads, It
has a complete fire alarm/smoke detection
system. Currently the puilding is licensed for
eight {8) i{CF-MR beds.

The following deficienczies were cited during the
annual FirefLife Safety survey conducted on July
.20, 201D. The facilily was surveyed under the
LIFE SAFETY CODE, 2000 Edition, Chapter 33, 5
Existing Residential Beard 8 Care Occupancies,
Impractical Evacuation Capability and 42 CFR
483:47G (j).

The survey was conducted by:

Eric Mundelt REHS .
Health Fasility Surveyor
Facllity Fire/Life Safety and Construction Program

KORAB; 483.4700)(1)() LIFE SAFETY CODE
STANDARD

KD0o18

Daors are provided with lalches or ether
rmechanisms suitable for keeping the doors
closed. No doors are arranged to prevent the
occupant from closing the door.  32,2.3.6.3,
32.2.3.6.4, 33.2.36.3,33.2.364

Doors are self-closing or automatic closing in
accordance with 7.2.1.8

Excepticn: Doot closing devices ars not required
in buildings protected throughout by an approved
automatic sprinkler system in accordance with
32.2.3.51and 332.15.2,

RECEIVED
AlG 34 1010

EACILITY STANDARDS
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Any ﬂehc;:‘is’?;’y statement endmg w0 wih an asterisk (") deroles a deficiency which e Insh o may be excused from correcﬁng providing s de!esm?ned tha1
other safeguards provide sufficiend protection lo the palients (See instruntinns} Excepl for aursing homes, the findings stated above are disciosable 90 days
foliowing the dale of survey whether ar not & plan of correction is provided. For nursing homes, the shove findings and plans of correction are distlosable 14
days following the Hate these dotuments are made avaitabie to the tacifity. If deficiencies are cited, ar approved plan of correction I tequisile te continuad

program particlpation.
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FORM APPROVED
OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES
AND FPLAN OF CORRECTION

{X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

13G024

{(X2y MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

(X3} DATE SURVEY
02 COMPLETED

07/20/2010

NAME OF PROVIDER OR SUPPLIER
IDAHO FALLS GROUP HOME #1 (BELLIN)

STREET ADDRESS, CITY, STATE, ZIP CODE

1664 SOUTH BELLIN
IDAHO FALLS, ID 83405

This Standard is not met as evidenced by:
Based on observation, it was determined that the
facility had not ensured that doors would latch
upon completion of the swing to shut for one of
six sleeping room doors sampled potentially
affecting eight of eight residents, The census
was eight.

The finding inciudes:

Observation on July 20, 2010 af 9:55 a.m.
disclosed that the northeast sleeping room door
would not latch upon completion of swing fo shut.
The latch receiver was out of adjustment and the
door would not stay closed. Lack of a completely
shut door would allow heat and smoke to either
infiltrate the sleeping room or ailow the same to
be released from the interior of the rcom.

The condition was observed by the maintenance
director and surveyor.

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFTX {EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CDM;;E; 108
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE
DEFICIENCY)
K0018: Continued From page 1 Koo18 KO 0018

1. All individuals have the
poFential to bhe affected
this practice. All repairs
Lo interior doors and other
surfaces will be completed
by maintenance personnel.

2: The maintenance perscnal
w1;l check each month when
doing their home maintenance
checks to ensure that all
needed repairs are noted and
completed. They will note
2ach month on the
maintenance checkoff sheet
if repairs are needed in the
home. Weekly checks will be
done by the administrator to
ensure that all needed
repairs in the home and
noFed and reported to the
maintenance personal for
repgir. Home staff will be
trained to report all damage
to the home supervisor so it
can be reported to the
maintenance personnel for
repair. Administrator will
follow up on all repairs on
a4 weekly basis to enure they
are being deone in a timely
manner.

3. This will completed by
September 20, 2010

FORM CMS-2567(02-99) Previous Versions Obsolete

RPMO2
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STATEMENT OF GEFICIENCIES
AND PLAN OF CORRECTICN

{X1} PROVIDERISUPPLIER/CLIA
IDENTIFICATION NUMBER:

136024

(X2} MULYIALE CONSTRUCTION

A BLHLOING o2
B. WING

(X3) DATE SHRVEY
COMPLETED

B7120i2010

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
1664 SOUTH BELLIN

IDAHQ FALLS GROUP HOME #1 {BELLIN}

IDAHO FALLS, ID 83405

R ID
PREFIX
TAG

SHMMARY STATEMENT OF DEFICIENGIES
(EACH DEFICIENCY MUST DE PREGEDED BY FULL
REGULATORY OR LBG IDENTIFYING INFORMATICHN)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CGRRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

)
COMPLETC
DATE

- M 0CC

TR

“MM308

MMazy

16.03.11 Inilal Comments

The facillty is a single story Type V (000)
residentiai building. 1Lis sprirklered in all
habitable areas with quick response heads, It

7" has a complete fire atarm/smoke detection
1-system. Gurrently the building Is icensed for

eight (8) ICF-MR beds.

The following deficiencies were cited during the

LainUaEl Firellife Safety stvey conducted on July
. 20, 2010, The facility was surveyed under the
TIFESAFETY COBE, 2000 Edition, Chapter 33,
- -Existing Residential Board & Care Occupanties,

Impractical Evacuation Capability and IDAPA
16.03.11 Rules Governing Interrnediate Care
Faclhtias for the Mentally Retarded (ICF/MR).

The suwey was conducted by
Eric Mundell REHS
Health Facility Surveyor

Facility Fire/Life Safety and Construction
Program

16.03.11.410 Fire and Life Safaty Standards

Buildings on the premises Used as facilities must

-{ meet all the requirements of local, state and
‘national codes conceming fire and life safety
-standards that are appficable to ICF/MR facillties.

This Rule is not met as avidenced by:

Refer to CMS federal form 2567 and K tag K 18
regarding sieeping room doors,

56.03.1 1.110.02(h) Emergency Electrical Service

Each facility must provide emergency electrical
service for at least the exit passagewsy lighting,
hall lighting, and the fire alarm sysiem,

M 000

MW309

MM327

dijg

FAGILITY 5TaN LBARDS
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FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

13G024

A. BUILDING
B. WING

(X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY

c TED
02 OMPLE

07/20/2010

NAME OF PROVIDER OR SUPPLIER
IDAHO FALLS GROUP HOME #1 (BELLIN)

STREET ADDRESS, CITY, STATE, ZIP CODE

1664 SOUTH BELLIN
IDAHO FALLS, ID 83405

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECGTION (%5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
MM3DT
MM327 | Continued From Page 1 MM327
1. All individuals have the
This Rule is not met as evidenced by: potential to beAiffeCted by
. . this practice. emergency
Ba_sgd on observation it was determined the lighting is in working order
f'acﬂ[ty had not ensured that the emergency at this time.
lighting was operable for one of one light tested
and which potentially affected eight of eight 2. The maintenance personal
residents. The census was eight on the day of will check each month when
the survey. doing their home maintenance
checks to ensure that all
The findings include: emergency lighting is in
working order. He will
Observation on July 20 at 10:00 a.m. disclosed report any that are not to
that the emergency lighting for illumination of the the zc,lmt“]l_Stratigw omes can
common area/emergency passageway did not smmedLately SO ne -
iluminate upon pressing of the test button. Lack pe ordersd. He will turn in
minate upon p ng ete f. Lac his monthly reports to the
of lighting in a power faiture would slow eight of administrator for review.
eight residents' responses for exiting.
" 3. This has been completed ‘T"“C)
The condition was observed by both the at this time. All emergency '
maintenance director and the surveyor. light are in working order.
g~
S TATE FORM 021188
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